Background {#Sec1}
==========

Today's health organizations are highly complex and specialized. The knowledge and skills necessary to effectively and efficiently meet the goals of the health organization are changing constantly, and are also associated with greater expectations and demands from patients. Given this situation, it is essential that health professionals collaborate within interprofessional work teams, to improve performance and enhance the quality and safety of care \[[@CR1], [@CR2]\].

The World Health Organization (WHO) through the Global Strategy for Human Resources for Health (HRH) 2030 calls on countries to "adopt a different paradigm in the management of health personnel and assume obligations for the optimization of their performance, through evidence-based policies and practices that promote collaborative interprofessional teamwork, job opportunities and ongoing training, innovation and the use of scientific evidence" \[[@CR3]\].

In health care settings, work is characterized by its variability and complexity. Within this context, there is a need for interprofessional teams with the skills and knowledge necessary to respond to the changing environment and complex needs of patients \[[@CR4]\]. Effective teamwork can optimize patient care and promote the job satisfaction and retention of its members \[[@CR5]\]. Successful clinical outcomes have been associated with team members' interpersonal relationships, communication, and cooperation. This is turn, can result in the creation of a stimulating work environment \[[@CR6], [@CR7]\].

Job satisfaction is relevant not only in terms of the well-being of people, but in relation to work productivity and quality \[[@CR8]\]. Job satisfaction has also been associated with interprofessional collaboration, communication, and professional commitment \[[@CR4], [@CR5], [@CR9]\]. Specifically, team satisfaction is the members' attitudes towards the team. It is the extent to which team members have a positive and pleasant feeling that encourages them to work in the same team again \[[@CR10], [@CR11]\]. Team satisfaction is reflected in shared decision-making, \[[@CR11]\] effective team functioning, \[[@CR12], [@CR13]\], and team stability \[[@CR14]\]. On the other hand, dissatisfaction is a predictor of absenteeism, job change, and abandonment \[[@CR15]\] and may result in poor work processes, inconsistent patient care, and difficulty with interpersonal interactions \[[@CR11]\].

An important predictor of satisfaction within the team is team climate. Team climate is defined as the shared perceptions of the permanent or semi-permanent working group to which members are assigned \[[@CR16]\]. A team is a working group, identified by its members, that interacts regularly to carry out their work \[[@CR16], [@CR17]\]. A positive perception of team climate has been found to increase team and patient satisfaction and decrease work-related stress \[[@CR18]\]. West and Farr \[[@CR19]\] proposed a model to explain team climate which includes four dimensions: shared goals and vision, participative safety, support for innovation, and task orientation.

Team member satisfaction is also enhanced by the presence of transformational leaders. Transformational leaders are leaders that emphasize interpersonal relationships, increase team member's effectiveness \[[@CR20]--[@CR22]\], influence the beliefs and attitudes of their followers, and align members towards organizational success \[[@CR21], [@CR23]\]. In health care organizations, transformational leaders are recognized for their ability to facilitate change, increase job commitment and satisfaction, and improve patient outcomes \[[@CR24]--[@CR27]\]. The four dimensions of transformational leadership include motivation, individualization, idealized influence (or charisma), and intellectual stimulation \[[@CR20]\].

To understand teamwork structure/processes like team climate and leadership, it is necessary to explore social networks. The social networks of a team describe the team's patterns of communication, their professional associations, and relevance within the team \[[@CR28], [@CR29]\]. Teams need to share information to complete tasks and to develop a network of communication and social influences \[[@CR30], [@CR31]\]. Social network analysis (SNA) establishes that relationships are conditioned by the position occupied within the social structure and can be explained by analyzing the patterns of distribution of these positions and the networks that are formed \[[@CR32]\].

The Chilean health system consists of public and private components and a competitive labor market between them. Both components need qualified health personnel to provide quality and safe care. Chilean Human Resources for Health (HRH) policies focus on professional gaps in the public sector specifically \[[@CR33]\]. The Chilean Ministry of Health has worked to improve working conditions to attract and retain health care professionals. While there are a few Chilean studies regarding job satisfaction at the individual level \[[@CR9], [@CR34]\], none have focused on satisfaction among the interprofessional team as the unit of study.

The purpose of this study was to examine social exchanges, team climate, and transformational leadership as predictors of team member satisfaction in a hospital setting. We hope to inform what is known about hospital turnover and collaboration within interprofessional health teams. The long-term goal is to inform the HRH policies in order to increase professional satisfaction in teams, and improve access to public health services in Chile.

Methods {#Sec2}
=======

Research design {#Sec3}
---------------

The study used mixed methods, sequential/explanatory design conducted in two phases \[[@CR35], [@CR36]\]. The findings of the quantitative and qualitative components were integrated to form meta-inferences and conclusions.

Study site and sample selection {#Sec4}
-------------------------------

The setting was a 700-bed university hospital in Santiago, Chile, serving patients with private and/or public health insurance. The hospital has both high- and low-complexity units, and 1600 healthcare providers \[e.g., 20% physicians, 31% register nurses, 3% nutritionists, 4% midwives, 4% physical therapists, and 38% nursing technicians\] providing direct patient care. Interprofessional teams were the unit of analysis for the study. The participants were healthcare providers that had worked with the same team for a minimum of 6 months and shared patient care responsibilities. Students, administrative, and support staff were excluded from the study.

### Population and sample {#Sec5}

Using intentional sampling, the investigator recruited 409 team members grouped in 53 interprofessional teams. An interprofessional team was defined as the group to which professionals were assigned and in which they identified and interacted with, at least three times a week. An interprofessional team needed to include individuals from a minimum of two professions who worked together (e.g., sharing patients and a team leader) for at least 6 months. Beginning with nursing, register nurse and nurse technicians were asked to identify the teams they worked with. The researcher then asked the other professional groups (physician, nutritionist, midwives, physician therapist) if they identified themselves as being part of a team. If they agreed, they were then asked to identify their team. If they worked in multiple teams, they were instructed to choose their primary team.

Phase I, stage 1 {#Sec6}
----------------

Phase I involved a descriptive correlational design to examine the relationships among team member satisfaction, team climate, and transformational leadership. Control variables included age, gender, profession or activity, time working for the hospital, their current team, and the number of team members. Data were collected between October 2015 and May 2016. Professionals completed the study instruments individually at a private setting within the hospital, and data were stored in a secure location. For the purpose of analysis, individual responses were grouped based on the interprofessional team with which they self-identified. Responses with greater than 20% missing data were excluded from analysis.

### Study instruments {#Sec7}

*Team member satisfaction* was measured using the instrument adapted by Gladstein \[[@CR10]\] and validated in Spanish \[[@CR11]\]. A previous study reported a Cronbach's alpha of 0.80 \[[@CR11]\]. The scale is a 5-item scale, using a Likert-type response from 1 (completely disagree) to 7 (completely agree) for each item. The questions assessed the extent to which the members of the team expressed satisfaction with colleagues (item 1), team processes (items 3 and 5), and results obtained (items 2 and 4). Higher scores indicated greater team member satisfaction. Cronbach's alpha for this study was 0.94.

*Team climate* was measured using the Team Climate Inventory \[[@CR16]\] a 14-item measure \[[@CR37]\] validated in Spanish \[[@CR38]\]. Previous studies reported a Cronbach's alpha of 0.91. The measure uses Likert-type responses from 1 (completely disagree) to 5 (completely agree). Higher scores indicated a better or more desirable team climate. Cronbach's alpha for this study was 0.93.

*Transformational leadership* was measured using the Multifactor Leadership Questionnaire \[[@CR20]\] validated in Spanish \[[@CR39]\]. A previous study reported a Cronbach's alpha of 0.90. The 20-item scale uses Likert-type responses from 0 (completely disagree) to 4 (completely agree). Higher scores indicate greater perception of transformational leadership behavior. Cronbach's alpha for the current study was 0.96. In addition, each participant was provided with the definition of a transformational leader and asked about the team member they perceived to be a transformational leader.

### Data analysis {#Sec8}

Quantitative data was entered into SPSS, version 22. Descriptive statistics were calculated including percentages, frequencies, and counts. Linear regression analysis was also conducted. The significance level was set at 0.05 for all statistical tests.

Phase I, stage 2 {#Sec9}
----------------

This stage involved social network analysis to identify interactions between team members from the interprofessional teams that reported the highest and lowest team satisfaction scores. Two previously used questions \[[@CR32]\] were adapted and explored professional relationships within the team. The questions referred to work advice and personal support. The work advice question was (1) "Who do you go to when you have any need, difficulty or problem at work?" The personal support question was (2) "Who do you go to when you have a personal problem?" The answers to these questions allowed the researchers to calculate several measures including (1) density of the whole network (team) represented by the number of interactions (represents by loops) between professionals (represented by nodes) of the all possible connections (from 0 to 100%); (2) isolates, defined as the professionals that are separated or segregated from the rest of the team members; (3) centrality, defined as the profession that the majority of the team seek advice/support from (range 0 to 100%); and (4) subgroups of members connected between themselves within the team \[[@CR32]\]. The graphical representation of the network (Figs. [1](#Fig1){ref-type="fig"}, [2](#Fig2){ref-type="fig"}, [3](#Fig3){ref-type="fig"}, and [4](#Fig4){ref-type="fig"}) included the profession (node) and a label indicating professional role, age, gender and time with the team. The color of the label indicates the profession whom each member sought work advice or personal support from (e.g., a red label on a node of the profession indicates that members sought advice from a physician).Fig. 1Interprofessional team with the highest team satisfaction: network for work adviceFig. 2Interprofessional team with the lowest team satisfaction: network for work adviceFig. 3Interprofessional team with the highest team satisfaction: network for personal support/adviceFig. 4Interprofessional team with the lowest team satisfaction: network for personal support/advice

### Data analysis {#Sec10}

Sociometric network analysis was applied using standard procedures with UCINET-6 software for Windows.

Phase II {#Sec11}
--------

Phase II involved semi-structured interviews to understand team satisfaction related to coordination of clinical work, patterns of interpersonal relations, and communication among professionals \[[@CR40]\]. Interviews were conducted with team members who reported either high or low satisfaction scores. The semi-structured interview guide was based on the theoretical references underlying the variables of interest.

### Data analysis {#Sec12}

Thematic content analysis was used to develop inferences about the topics of the study \[[@CR40]\]. An inductive and deductive approach was used to examine the interviews for words, concepts, and themes. This approach allowed for identification, indexing, and retrieval of relevant content \[[@CR40]\]. NVivo software was used for the analysis and the rigor control followed criteria outlined by Guba \[[@CR40]\].

Phase III {#Sec13}
---------

Phase III involved integration of the results from phases I and II, using an interactive process in which the results of both stages were analyzed within the framework of the theoretical references. The quantitative results were interpreted and explained using the qualitative results. Finally, the research team reviewed and agreed upon the summary for each category \[[@CR41], [@CR42]\].

### Ethical, consent, and permissions {#Sec14}

The Ethical and Scientific Committee of the participating institution (Faculty of Medicine, Pontifical Catholic University of Chile---protocol \#15-059) approved the project. Written and verbal informed consent were obtained from participants before each stage of data collection.

Results {#Sec15}
=======

Results from phase I, stage 1 {#Sec16}
-----------------------------

A total of 409 health professionals grouped in 53 interprofessional teams were identified (Table [1](#Tab1){ref-type="table"}).Table 1Team member's characteristics and role within the interprofessional teamCountPercentMeanSD409100Sex Female34383.9\_\_ Male6616.1\_\_Team roleTeam conformation Nurse technician19046.543.4018.38 Register nurse13232.332.8715.27 Physician4511.014.2316.67 Physical therapist184.44.276.81 Midwife122.92.397.84 Nutritionist122.92.845.87Care complexity units High-complexity wards3566\_\_ Low-complexity wards1833\_\_Age34.95.3Time working in the hospital (in months)\_\_99.76105.47Time working with the team (in months)42.642.3Number of team members7.73.4

Register nurses and nurse technicians were found in 100% of the interprofessional teams, and 83.9% (*n* = 343) of the team members were women. Physical therapist, midwives and nutritionists comprised less than 10% of the professionals on teams. The majority of the team members (70%) were younger than 38 years of age. Health professionals reported that the length of time working in the hospital ranged from 6 to 504 months and the time working with the team varied from 6 to 240 months. Variables were normally distributed; therefore, parametric tests were used for all subsequent analysis (Table [2](#Tab2){ref-type="table"}).Table 2Interprofessional team member satisfaction, team climate, and transformational leadershipTeamsMeanSDMin/maxSatisfaction5322.713.0511.5/28Team climate5354.135.6240/69 1. Team objective5316.711.3713.6/20 2. Participative safety5315.361.8810.2/19.8 3. Task orientation5311.271.407.8/14.8 4. Support for innovation5310.791.427.3/14.3Transformational leadership5365.677.1941/77.3 1. Idealized influence (charisma)5326.992.8017.3/31.7 2. Inspiration motivation5313.101.518.3/16.0 3. Intellectual stimulation5312.671.596.8/15.6 4. Individualized consideration5312.931.758.8/16.0

Mean satisfaction of the study participants was 22.7 (SD = 3.04, range 11.5--28.0). Teams that reported higher and lower satisfaction scores varied on variables, including composition and length of time working together. The team with maximum satisfaction worked as specialty consultants, included six members \[physicians (3) and register nurses (3)\], and reported working together for over 60 months. In turn, the least satisfied team worked on a high-complexity unit and had 12 members \[midwives (4), register nurses (3), nurse technicians (4), and physician (1)\]. This team worked together for 13 months, except for the physician with 96 months. This team also had the lowest team climate and transformational leadership scores. Participants had a mean score of 54 (SD = 5.62) on the team climate measure. The team with the highest team climate score worked in an oncology unit and had four members \[register nurse (1), nurse technicians (2), and physician (1)\]. Their average time working together was 13 months.

At the individual level, the register nurse had the highest transformational leadership score (mean score = 64), followed by the physician (mean score = 33). At the team level, the mean score of the transformational leadership measure was 65.6 (SD = 7.1). The team with the highest score worked on a medical-surgical unit with 5 members \[register nurses (2), nurse technicians (2), and nutritionist (1)\] and worked together for 33 months.

Transformational leadership and team climate were entered into a linear regression model, and both were found to be predictors of team member satisfaction. The overall model was significant (*F* = 29.12, *p* \< 0.005), and the adjusted *R*^2^ was 0.75 (Table [3](#Tab3){ref-type="table"}).Table 3Logistic regression predicting interprofessional team member satisfactionVariables*β*Std. Error*tp*95% CI for *β*Lower boundUpper boundTransformational leadership0.170.0493.4160.0010.0690.267Team climate0.260.0614.2370.0000.1360.382Satisfaction adjusted *R*^2^ = 0.756. *CI* confidence interval. Dependent variable: team member satisfaction score *p* \> .005. Goodness of fit: Akaike (AIC) 206

The model explained 75% of the variance in the outcome variable of team member satisfaction. Each unit increase in transformational leadership score and team climate score resulted in 0.17 (95% CI, 0.077 to 0.259) and 0.26 (95% CI, 0.146 to 0.372) unit increase in team satisfaction scores, respectively (Table [3](#Tab3){ref-type="table"}). With regard to demographic characteristics, only time on the team had a significant association with team satisfaction.

Results from phase I, stage 2 {#Sec17}
-----------------------------

Social network analysis comparing the network for work advice and personal support between the most and the least satisfied interprofessional teams revealed that the work advice network of the team with the highest satisfaction (Fig. [1](#Fig1){ref-type="fig"}), formed a close and highly cohesive network (100%) with all its members \[register nurses (3) and physicians (3)\] directly connected to each other (100%). This team received work advice from a physician. The least satisfied team \[midwives (4), register nurses (3), nurse technicians (4), and physician (1)\] represented a fragmented network for work advice (Fig. [2](#Fig2){ref-type="fig"}). This team showed a density of only 25%, having one subgroup, two pairs, and two isolated (not connected to another team member) members. The biggest subgroup had six members seeking advice from a register nurse, two members looking to the physician for advice, and two seeking advice from a midwife. Two nurse technician appear isolated from the team. The subgroup who sought advice from register nurse had the highest centrality (36%).

The social support of the team with the highest satisfaction (Fig. [3](#Fig3){ref-type="fig"}) showed minor density/cohesion (40%) divided between two subgroups. The first subgroup was connected around the register nurse and included two register nurse and one physician. The second subgroup included three physicians seeking advice from a physician. These two subgroups shared centrality of the network by 50% each. The social support network of the least satisfied team (Fig. [4](#Fig4){ref-type="fig"}) had a density of just 9%. There was one small subgroup of three register nurses, who sought support from themselves and centralized 18% of all interactions.

Results from phase II {#Sec18}
---------------------

Fifteen interviews were conducted with professionals belonging to four interprofessional teams with the highest and lowest team satisfaction scores. The health professions who participated in the interviews included three physicians, five nurse technicians, two nutritionists, two physical therapists, and three register nurses. Using content analysis, the research team noted 16 categories represented by narrative codes, which generated six themes (Table [4](#Tab4){ref-type="table"}).Table 4Characteristics of interprofessional team work that foster team satisfactionThemesCategories supplemented by team members narratives1. Attributes of interprofessional team workInterprofessional team members recognize the meaning of delivering **patient-centered** **care** with a **common goal** over individual differences: One nutritionist recognized "We paddle for the same side." A nurse technician explains "people find it hard to under stand that after all, they have to work together! They have to do it! to focus on the patient, not on their relationships. If they get along or get along badly" and a register nurse and nurse technician appears as a **close task team**, a physical therapist expresses it*....* "I'm not in so many meetings \... nursing is the strongest task nucleus!!"2. Collaboration, communication and social interactionTeam members emphasized the need for opportunities and places for **interaction** **and cordial communication** that facilitates interprofessional teamwork relations. A nutritionist expresses "It helps communication, empathy, in general (...) super good experiences! Even with some physicians. There is a personal relationship, then the work becomes much easier." Team members recognize that **professional horizontality** facilitates the work and collaboration, a register nurse "everyone fulfills a task and all the work is valuable." A nurse technician indicated "physician are visitors to the units, the ones together every day are nurse technicians, register nurse, physical teraphists." Although for some physicians, team is there to facilitate his performance "You have to get support from your nurse, your physical therapist and even your nurse technician, because they spend more time with the patient." **Recognizing one's own and others' roles strengthens the synergy**, facilitated by the permanence in the interprofessional team*.* One Physician stated "we need to be clear about the role, value of that role and empower it and give it the importance that corresponds!"3. Interprofessional team innovationTo **encourage opportunities to create** and promote new ways of doing things, a register nurse relates "in clinical practice, they are the ones! from them (team members) is born the solution to a problem. You have to listen to them because it also makes is easier to get their adherence." This position can generate tension between **reform and resistance to change**, a physician exemplifies "we always did this! It is one of the things that disturbs me most." Results highlight the **contribution of the younger generations**, as a register nurse stated "currently people are focused on the opportunities that one gives them. Sometimes there are very young people(...) who have very good ideas and work in shaping them as a project."4. Shared leadershipThe interprofessional team expects from the leader **motivational communication**, sharing a vision of work with a meaning*.* The physician explains "when people feel motivated and welcome and the leader manages to convey the importance of the goal and of each person's role to achieve it." The nutritionist demands that "the supervisors do not sit with the power! Everybody does things." A leader should consider **individual and collective** **well-being** by deepening in individual motivations. A physician expressed it as "simple things like greet them in the morning, that is enough." A nutritionist suggests "ask them, how are they? the family? know if they are well." The presence of a formal leader from the organization and a second one among team members rising when needed, has being classified as **situational and shared leadership**. A physician considers "is attributed a lot of leader role to the physician, being that probably does not have leadership role... all should be leaders in their work." The informal leader is a **facilitator of dialog and communication**, a nutritionist indicates "there has to be a leader (...) no matter young, old, have to be a conciliatory person and know how to communicate with people(...) informal leaders have an added value." Interprofessional team members recognized in the register nurse a leadership that facilitated their relationship with the physician. One physical therapist expressed "they know everything that happens, they do not have problem in speaking strong, in approaching a physician. Many other people panic about talking to a physician."5. Interpersonal relationship interface work/socialTeam members perceived the interpersonal relations on two levels, one level focuses on work and the other level focuses on social relations. Both levels were noted to enhance **climate of confidence and security**. A nutritionist stated "it becomes much easier when you have an interpersonal relationship, more than just work(...) there is more confidence to ask." Another physician added "you have your team to trust, 100 % in what your people are doing." **Dialog and interactions** that consider the other are indispensable. One physical therapist insisted "it is super important! No matter that I don't like her or if she is my friend or not, but if I know what the other does I will respect it." Register nurse is central in facilitating the **mediation** **of the information** with the physician. A nutritionist explains "the nursing staff, invite us to know new things! so that we all handle the same information." Another nutritionist adds "several times want to talk to (the physician) and the register nurses handle all the telephone numbers."

Results from phase III {#Sec19}
----------------------

Table [5](#Tab5){ref-type="table"} displays the integration of the three data sources. It identified characteristics that emerged as underpinnings of interprofessional team member satisfaction. The high level of concordance across the sources is illustrated.Table 5Mixed methods integration to explain team member satisfactionQuantitative resultsQualitative resultsInterprofessional team composition\
50% include register nurse, physician and nurse technician. 33% include midwives, physical therapist, register nurse and nurse technician.Task core represented by register nurse and nurse technician.\
Uniprofessional teams of physical therapist and nutritionist, but close to the register nurse\
Participation of physician on teams mostly to deliver indicationsTeam climate (M: 54.13, SD: 5.3)\
1 point increase on team climate increase team satisfaction by 0.23 pointFacilitates team member satisfaction:\
1. Patient-centered care\
2. Common objective over individual differences\
3. Cordial interaction and respectful communication facilitating the establishing of trust.\
4. Recognition of one's own role and the other team members.\
5. Recognition of the fair value of individual contributions\
6. Empower innovation and generational participation.Register nurse is recognize by 75% of team members as the transformational leader of interprofessional teams.\
Transformational leadership (M: 65.67, SD: 7.19)\
1 point increase on transformational leadership increase team satisfaction by 0.20 point.Recognized by team members because of the following:\
1. Considers individual and collective well-being in Interprofessional Teams.\
2. Know and recognize the talents and abilities of others\
3. Interested in the personal dimension of the person\
4. Generate bonds of trust through formal and informal instances.Differences between higher and lower team satisfaction in network for work advise density (100--25%) and centrality (100--36%) respectively. In network for personal support/advise density (40--9%) and centrality (50--18%), the same tendency was observe.Facilitates team member satisfaction:\
1. Having a close task core\
2. Professional horizontality to share information.\
3. Interactions and communication that include a personal dimension.\
4. Centrality of the relations relatives to having common objectives.

Discussion {#Sec20}
==========

The findings of this study revealed that 409 health professionals perceived themselves as working on interprofessional teams from a total of approximately 1600 health professionals. Register nurses and nurse technicians were present on all of the teams \[[@CR2], [@CR43]\]. Interprofessional teams were most often found in wards/units where the complexity of patient care demanded collaborative work, or patients needed specialized care that required the presence of an expert consultation team (e.g., diabetes and ostomy) \[[@CR44], [@CR45]\]. Phase I results revealed that team member's satisfaction, transformational leadership, and perceived team climate were significantly associated. Studies in clinical settings have identified similar results at the individual level, especially transformational leadership, team climate, and overall satisfaction \[[@CR4], [@CR17], [@CR21], [@CR25]\].

This study found that team climate was a better predictor of team satisfaction as compared to transformational leadership. The length of time working with an interprofessional team was also associated with satisfaction. Given that health care organizations in Santiago tend to rotate health professionals among different teams as a way to broaden their skills, these findings are noteworthy. A recent study found that a group's life cycle stage is a relevant variable to achieve team satisfaction \[[@CR46]\].

Findings from work advice network of the most satisfied team are worth noting. Results suggest that when a team structured itself around one professional, this allowed its members to approach and be approached easily, and facilitated information exchange through the network effortlessly. Teams with the least satisfaction revealed a fragmented structure with members organized as subgroups. These subgroups depended on each other for information and acted as mediators of communication flow. In terms of decision-making and sharing information, the incidence of pairs, some of which were isolated, represented a dangerous situation. Members of these teams did not agree regarding the best work advisor for assistance in delivering care to their patients. The organization of social support networks was even more fragmented, with half of them being isolated from the rest of the team. Other studies have used social network analysis to design quality improvement teams \[[@CR28]\], to compare measures of friendship and work network \[[@CR47]\], to improve workflow, and to better understand relationships \[[@CR48]\].

The qualitative phase showed that common goals and patient-centered care are crucial characteristics of satisfied teams. Results emphasized the importance of interactions between members. Furthermore, professionals need to recognize the contribution of each team member and to know the responsibilities of all team members. Participants recognized an interface of reciprocity between personal and professional relationships. Other studies have reported similar results \[[@CR4], [@CR26], [@CR43], [@CR49], [@CR50]\].

Team members' perception of leadership is based on their interpersonal relationships with the leader. Integration of findings from both phases revealed that health professionals' satisfaction with their interprofessional team was associated with characteristics of the team (e.g., location and permanence) and whether the team facilitated interpersonal relationships. Important aspects of the interpersonal relationships included cordial interactions, respectful communication, and shared decision-making. Similar results have been reported previously \[[@CR15], [@CR21], [@CR22], [@CR24], [@CR43], [@CR51]--[@CR53]\].

Our findings indicated that team member's satisfaction is associated with a team climate in which objectives/goals are shared. This type of team climate facilitates team members' participation and task commitment. Positive interpersonal relationships involved recognition of equitable value of individual contribution to patient care and role clarity of all team members. These results are consistent with studies on HRH that recommend supporting positive interpersonal relationships and active listening, thereby facilitating interprofessional collaboration and teamwork synergy \[[@CR6], [@CR19], [@CR34], [@CR52]\].

Results of team climate for innovation highlight the contribution of the younger generation, through creativity and originality in the search for solutions. The literature recognizes the benefits of each profession's talents and skills and encourages them to facilitate team identification and task commitment \[[@CR30], [@CR54]\]. Current research, focused on team climate for innovation, has documented tension between generations working together and resistance to change \[[@CR54], [@CR55]\].

Our results revealed the presence of shared (more than one) leader on interprofessional health teams. Recognized as a transformational leader, the register nurse was perceived as facilitating team member satisfaction through interpersonal relationships. This was accomplished through instances of dialog and genuine interest beyond professional boundaries. Other investigations on nursing teamwork support these results \[[@CR56], [@CR57]\]. A second team leader, most often a physician, was appointed by the organization and was task focused. Studies recognize this role as more traditional style of leader, one that gives direction with restricted communication and support \[[@CR43], [@CR58]\].

The analysis of team member's professional and personal networks illustrated work associations and patterns of communication and information flow. The results also revealed an interface of influence between team members' professional and personal networks. Positive interpersonal relationships can foster friendship and trust \[[@CR23]\] particularly with jobs that require task interdependence and active collaboration \[[@CR26]\]. Nonetheless, reduced interactions between professionals may lead to dissatisfaction, frustration, conflicts, and team fragmentation \[[@CR11], [@CR15]\].

This study had several limitations. First, the use of a cross-sectional design did not allow us to establish causality. A second limitation was the use of an intentional sample, which limits generalizability of findings. Another limitation was social desirability bias, which may have resulted in respondents over/under reporting interpersonal relationships or team leadership. We encouraged frank responses during survey administration to reduce social desirability bias. A fourth limitation was recall bias, and the accuracy of the data collected may have been influenced by this type of bias. Despite these limitation, the study had several strengths. The novel attempt to study this phenomenon in Chile and the use of mixed methods were strengths of the current study. Mixed methods generated a rich description of interprofessional work practice and allowed us to move beyond descriptive to explore team member satisfaction.

Conclusion {#Sec21}
==========

This study provided a comprehensive approach to describe the satisfaction experienced by members of interprofessional teams in clinical contexts. Team climate was dependent on interactions around a shared goal, which in turn facilitated collaborative work beyond personal differences, and explained to a greater extent the satisfaction within the team. Recognition of individual contributions to patient care was facilitated by members' permanence on the team. A recurrent theme was the need for clarity of professional roles and definition of responsibilities.

Team leadership was shared between the designated leader from the organization and the transformational leader recognized by team members. The recognition of the interdependence between the professional and personal dimension of the team encouraged integrated teamwork and should be considered in HRH strategies. Analysis of social networks allowed the investigators to observe patterns of communication and shared information as a way to solve work and personal problems within teams.

Our research results have the potential to contribute to the planning and decision-making in the field of HRH, providing elements to promote teamwork and its management as well as supporting team member satisfaction. In turn, this could lead to job permanence especially where the local needs are more urgent (Chilean public health sector). Our results are also aligned with the Global Strategy for Human Resources for Health (HRH) 2030 that call to strengthen interprofessional teamwork collaboration. Our paper highlights central elements of team climate and leadership that enhance members' satisfaction within the team. This knowledge can be used to develop strategies that limit health professional turnover and help to meet the growing and complex needs of health users. Future research should focus on barriers to teamwork, deepening the understanding of the interface between the professional and personal dimension of HRH and its impact on work results. Finally, these results need to be validated studying other types of interprofessional teams to determine their level of transferability to other teams and contexts.
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